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TECHNICAL NOTE
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Introduction not have an e-mail address or did not reply after three
e-mails were sent a postal questionnaire.
The first survey in the South West of England found
TES to be a safe and effective procedure but only
analysed data from two centres.1 The indications for
Resultsintervention, surgical and anaesthetic for TES may
have changed since publication of these data with
Sixty-one of 78 (78%) surgeons had e-mail addressesimprovements in endoscopic equipment and increased
and 37 (61%) replied to the questionnaire by e-mailexperience. The aim of this survey was to review
while 33 replied to the postal questionnaire makingcurrent practice of TES in the South West of England
the total response rate 90%. Twenty-four surgeons withand to assess e-mail as a medium for conducting a
an e-mail address responded to the postal ques-survey of surgical practice.
tionnaire. The mean e-mail response time was 20 days
(range 1–80 days). Twenty surgeons (30%) performed
TES of whom 13 responeed to the questionnaire via
the Internet.Methods
All surgeons performed TES for palmar hyper-
hidrosis, 17 (85%) for axillary hyperhidrosis, 5 (25%)A questionnaire was designed to determine the in-
for Raynaud’s disease, 2 (10%) for facial blushing anddications for operation, surgical technique, perop-
there were 7 (35%) other indications (reflex sym-erative anaesthesia and perioperative analgesia for
pathetic dystrophy, post-thrombotic/embolic limbs,TES (Fig. 1).
frost bite, angina pectoris, thromboangitis obliterans,All consultant general surgeons in the region were
vasculitis). One surgeon used a single axillary port, 11identified from computerised database. E-mail ad-
used two axillary ports and 9 used one infraclaviculardresses were collated by telephoning consultant sec-
and one axillary port. (One surgeon used 2 methods).retaries or Information Technology departments. A
Only 2 surgeons used a harmonic scalpel. Thirteen ofhot mail address was registered on the World Wide
twenty surgeons (65%) attempted to ablate lateralWeb and the questionnaire was e-mailed to all par-
aberrant sympathetic fibres. Double lumen endo-ticipants. Second and third e-mails were sent to non-
tracheal tube was used in all centres and 14 surgeonsresponders at one and three weeks. Surgeons who did
(70%) performed bilateral sympathectomies at a single
operation. Methods of perioperative analgesia are
shown in Table 2.∗ Please address all correspondence to: D. R. Lewis, Department of
Surgery, Bristol Royal Infirmary, Bristol BS2 8HW. The estimated number of transthoracic endoscopic
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4. Approx. how many procedures do perform per year?    ...........
1. Do you perform Thoracoscopic Sympathectomy in your practice?
Yes No
2. What do you perform Thoracoscopic Sympathectomy for?
a. Palmar Hyperhidrosis
b. Axillary Hyperhidrosis
c. Raynard's Disease
d. Facial Blushing
e. Other
3. Regarding the procedure
a. Do you perform bilateral sympathectomies in a single operation
Yes No
b. What are the sites of the ports?
i. one axillary only
ii. two axillary
iii. one axillary/one infraclavicular
c. What is the size of your ports
i. camera port:
ii. operating port:
5 mm
5 mm
10 mm
10 mm
d. Do you use
ii. harmonic scapel:
i. diathermy:
e. Do you i.                resect the chain ii. use "spot welding"
f. Do you ablate the nerve of Kuntz: Yes
g. Is a Double lumen endothracheal tube used in your practice?:
Yes No Don't Know
h. What analgesia do you use
i. LA to skin
ii. LA intrapleural
iii. IM/IV opiate
iv. Oral analgeia
v. PCA
i. Have you ever converted to open Thoracotomy? Yes No
5. Who do you train to perform this procedure?
Specialist Registrars
Staff Surgeons
SHOs
Please only proceed further if the answer to Q1 is yes
Yes
Yes
Yes
Yes
Yes
No
No
No
No
No
Yes
Yes
No
No
No
Fig. 1. The questionnaire.
sympathectomies being performed per year by an for palmar sweating.1 All surgeons responding to the
individual surgeon was 6 (range 1–16). Four surgeons questionnaire performed sympathectomy for palmar
had converted to open thoracotomy at some stage in hyperhidrosis and the majority performed it for ax-
their practice. illary hyperhidrosis. The efficacy of and patient sat-
isfaction with TES for upperlimb hyperhidrosis, facial
blushing, facial hyperhidrosis and social phobias have
been documented.1–4 TES has also bee suggested asDiscussion
the treatment of Raynaud’s disease5 but only a quarter
of surgeons performing TES considered Raynaud’sSince its introduction in 19462 TES has established
disease to be an indication for surgery. Thromboangitisitself as the treatment of choice for upper limb hy-
perhidrosis, but is recognised to have better results obliterans and angina pectoris are interesting
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published. E-mail was a fast method for conducting
the survey but was not popular with all consultant
surgeons in the South West. The range of response
times was considerable and we do not know why
some surgeons with e-mail addresses chose to respond
by post. Surgeons with an interest in TES, who com-
prised mainly vascular surgeons, were as reluctant to
use e-mail as those colleagues who do not perform
the procedure. Age and IT training may have been
important in determining responses.
We did not document postal response times in the
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current study and this was an oversight on our part.
These data would have been of interest to compareFig. 2. Methods of analgesia following TES.
speed of response between modalities. Overuse may
reduce response rates to electronic questionnaires asindications for TES6 although evidence to support its
clinicians tie of this new technique and the practice ofuse is lacking.
blocking bulk e-mails may hinder the ability of thisDouble lumen endotracheal tubes were used in all
technology to provide complete data in future studies.hospitals in the South West but single lumen intubation
Further work with e-mail will be necessary to un-is acceptable.7 The majority of surgeons would perform
derstand the complexities of obtaining accurate andbilateral sympathectomies under a single anaesthetic
representative data from a relatively young tech-although this approach is considered to be unsafe by
nology. Future studies should detail which surgeonsothers. Following reinflation of a lung, provided
prefer to respond on the World Wide Web and whythat time is allowed for pulmonary blood to be re-
some individuals continue to rely on postal responses.oxygenated before collapse of the contralateral lung,
bilateral procedures are acceptable. This precaution
avoids shunting of blood away from reinflated but
hypoxic lung tissue while contralateral pneumothorax
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